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cord at its placental insertion during normal delivery,
the child being born alive. Werder2 has discussed the
whole question, recording a forceps case of his own
where the cord was torn at the umbilicus, together
with part of the abdominal wall, the child also
having spina bifida. He found from the literature of
the subject that a velamentous insertion of the cord
is the common cause (it was not so in his case), and
that cases of detachment of the placenta are un-
common, this being due to moulding on the foetus
internally, and compression from the outside by
uterine contraction.
A large part of the literature has been written in
the Spanish language; these, and many other refer-
ences on the subject, we have been unable to obtain.
A NOTE ON A CASE OF
CARCINOMA MAMM&AElig;.
BY G. H. COLT, M.B. CAMB., F.R.C.S. ENG.,
ASSISTANT SURGEON, ROYAL INFIRMARY, ABERDEEN.
THE records at the Aberdeen Royal Infirmary show
that on August 30th, 1890, a female patient, aged 35,
was operated upon by the late Dr. Mackenzie Booth
for carcinoma mammae. There is no further record of
the case and no record of a microscopical examination.
In 1915 the patient remembered that this tumour
of the right breast had been noticed for a year before
her third child was born, that the child was 11 months
old at the time of the operation, and that she had
suckled it from both breasts until a week before. The
swelling was " a good big one." In August, 1915, the
patient noticed a painless nodule in the left breast.
Condition on Examination.-Patient was a thin woman in
good general health, and had a tumour about 1&frac12; inches
across in the upper and inner quadrant of the left breast,
with a hard mass of glands in the left axilla. The supra-
clavicular glands on the left side were palpable, being
discrete and shotty. There was a sound scar, supple and
healthy, extending from the middle of the right axilla
downwards and forwards for a distance of 7 inches, and there
was no sign of the nipple or of mammary tissue in this region.
The pectoralis major was present. There was no axillary
or supraclavicular enlargement on the right side and no
evidence of visceral disease.
Course of Case.-In October, 1915, I removed the left
breast and axillary contents with a wide area of skin and
a wider one of deep fascia, together with both pecioral
muscles. The supraclavicular glands were not removed.
The pathological report was " spheroidal-celled carcinoma
with extensive infiltration of the axillary glands." In July,
1919, a colleague removed a recurrence from over the left
fifth rib. In January, 1920, the left supraclavicular glands
were apparently in the same condition as originally notedin 1915. X ray treatment was carried out in August and
September, 1920, and repeated in January, February, and
March, 1921.
In July, 1921, there was a hard mass about half an inch
across, situated in the middle of the original scar of the
operation on the right breast, nearly 31 years before. Another
small, hard mass was felt in the right axilla. The right
supraclavicular glands were not enlarged, but the left glands
were larger and softer than before. There was no local
recurrence on the left side. Thereafter there was little change
externally, but signs of right pleural effusion developed and
the patient died in October, 1921, aged 66, more than 31
years after the operation on the right breast, and six years
after the operation for carcinoma of the left breast. There
was no post-mortem examination.
In the absence of definite information as to the
nature of the original tumour in the right breast and
in view of the appearance of the nodules in the original
scar (right) late in the course of the disease of the
left breast, it seems to me that these nodules were
embolic in origin, the emboli having been arrested
where the lymphatic tissue was interrupted by the
old scar. It is my practice to examine every case of
malignant disease after operation at least four times
a year, and I think the dates may be accepted as
approximately correct.
2 American Jour. of Obstetrics, 1899.
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SECTION OF OBSTETRICS AND GYNECOLOGY.
WEDNESDAY, JULY 26TH.
STILLBIRTHS AND NEONATAL DEATHS.
AT this session Prof. EwEN .T. MACLEAN (Cardiff)
presided. The opening paper of the discussion was
read by Dr. J. W. BALLANTYNE (Edinburgh), who
dealt with .
Antenatal, Intranatal, and Neonatal Death; Causes,
Pathology, and Prevent.ion,
with special reference to antenatal death. He referred
to the great advances which had been made in our
knowledge of these subjects since the preceding- meeting
of the Association in Glasgow in 1888, when the causes
of intra-uterine death were discussed by the leading
obstetricians of that time. Dr. Ballantyne pro-
ceeded to deal most minutely with the physiological
changes which characterised the various stages
in the development of the product of human
conception-the pre-germinal, the germinal, the
embryonic, the f&oelig;tal, the intranatal, and the neo.
natal stages. He classified precisely the factors which
operated at each of these stages to cause disease
or death of this product, and indicated how imperfect
was our knowledge of the pathology of these conditions,
particularly of the antenatal stages. The maceration
of the ovum or foetus must no longer be allowed to
prevent minute investigation of the tissues of such
casualties. The action of the germs and toxins which
reach the ovum from the maternal blood-stream must
be studied further, and the protective action of the
placenta towards the foetus more definitely investi-
gated. The result of such study should enable us to
reduce very greatly the enormous losses now occurring
in this stage of development. At present syphilis was
practically the only condition which we could treat with
precision at this stage. Dr. Ballantyne then outlined
the methods by which the casualties occurring in the
antenatal and neonatal stages might be prevented.
1. Every morbid condition of the mother which may
be detected during her pregnancy should be watched
for and treated. Such conditions include albuminuria.
syphilis, and the exanthemata. 2. Every anomaly in
the relation of the foetus to the mother in the obstetric
sense should be diagnosed and corrected before the
onset of labour. By such obstetric prevision it is
possible to prevent the arrival in labour of an occipito-
posterior or a breech presentation, to make an early
diagnosis and so prevent the extreme exsanguination
which may result from a placenta pr&aelig;via, and also to
eliminate craniotomies resulting from an undiagnosed
disproportion between the foetal head and the maternal
pelvis. 3. All the existing methods of delivery should
be revised completely in the interests of the foetus.
Should a healthy foetus with a good foetal heart be used
as the plug to arrest placental haemorrhage in an early
diagnosed case of central placenta praevia ? Should
such a case not be treated by Caesarean section ?’
4. The various lesions which occur in the new-born
child should be more accurately diagnosed, and suitable
treatment adopted for each individual case. Schultze’s
method of artificial respiration is surely not correct for
an infant when blood is oozing into the lateral ventricles
of its brain. Dr. Ballantyne went on to describe the
results which had attended the exercise of these
principles in the Royal Maternity Hospital in
Edinburgh. Over the whole city of Edinburgh birth
notifications showed a stillbirth incidence of 47-8 per
1000. The Maternity Hospital showed a stillbirth
rate of 56-3 per 1000, made up of 68-8 per 1000 in the
indoor department and 41-2 per 1000 in the outdoor
department, the large proportion in the former depart-
ment being due to the large percentage of abnormal
cases found in institutions of this type. In the
venereal department the figures were specially inter-
esting. Among such patients who had been supervised
